In this report we describe what we consider to be the second case of seminal vescicle (SV) metastasis from an unknown primary melanoma. only presenting symptom was a palpable firm nodule of the right prostate base on digital rectal examination (DRE). The diagnosis, after prostatic transrectal ultrasound examination (TRUS), was performed by ultrasound guided biopsy. We underline that prostatic TRUS evaluation is mandatory in case of abnormal digital rectal examination. Seminal vesicle must be always evaluated.
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KEY WORDS: Metastatic melanoma; Seminal vesicle; Transrectal ultrasound; CUP-syndrome. and MMB45 expression on immunohistochemical examination, suggesting a melanoma metastasis (Figure 3a , b, c). Further extension assessment by cistoscopy, wholebody computed tomography, dermatologic, ophthalmologic and gastroenteric examinations showed no primary tumor. Since he had a single localization, surgical resection was proposed.
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INTRODUCTION
Metastatic melanoma of the seminal vesicles is extremely rare (1) . Only one case has been reported of metastatic malignant melanoma to the male genital organs, in patients with an unknown primary melanoma (2) . In other two cases reports a metastasis to the seminal vesicle from a primary cutaneous malignant melanoma has been described (3). We report the second case of seminal vesicle (SV) metastasis from an unknown primary melanoma.
CASE PRESENTATION
A 78-years-old man presented for an urologic screening during the follow up of a gastric carcinoma, surgically resected some years ago. His serum prostate-specific antigen level was 2,06 ng/ml. International Prostatic Index Score was 6. At digital rectal examination, the prostate resulted modestly increased in volume with a firm nodule palpable at the right base. Transrectal ultrasound (TRUS) examination, performed with a 6-12 Mhz ultrasound end fire probe (8818 BK Medical, Denmark), revealed an hypo-echoic inhomogeneous nodular lesion of 3 cm in major diameter, occupying the site of seminal vesicle normal location ( Figure 1 ). Ecocolor signal was present ( Figure 2 ). Transrectal ultrasound guided prostate biopsy was performed. Pathology revealed seminal vesicle invasion by a malignant tumor with S-100
The patient denied any further treatment. He was lost at 6 months visit follow-up.
DISCUSSION
Metastatic solid tumor in the male genital urinary tract are under diagnosed. They are considered uncommon but an accurate diagnosis is important because of its aggressiveness and possible functional impact (1) . Clinical manifestations are usually lower urinary tract symptoms, haematuria, pelvic pain, haemospermia, melanospermia. In our case, the absence of sexual activity by the patient has not allowed the identification of the lesion before digital rectal exploration (DRE) was performed. In case of DRE abnormality, TRUS is the initial diagnostic tool of choice. Performing a TRUS, it must be taken into account that the prostate must be analyzed on two orthogonal planes, transverse and longitudinal. In this study it is essential to examine the juxtavesical ureters, bladder, prostate and seminal vesicles (4) . In cases of suspicious masses of the SV, TRUS allows an excellent visualization. At the same time it offers the opportunity of performing a TRUS-guided biopsy for histological confirmation (5) . Additional radiological evaluation with magnetic resonance imaging and computed tomography is required to visualize the exact extent of metastases and concomitant pelvic pathology (6) . Normally, at TRUS evaluation, SV are seen as elongated septate cystic structures above the prostate. The distal portion of the vas deferens (VD) is seen as a slightly dilated tubular structure (the ampulla of the VD) medial to the SV. If scanned obliquely, the SV and the terminal portion of the VD can be seen joining to form the ejaculatory duct (ED), which may be traced to the region of the veru montanum (7) . Ultrasound features in case of SV diseases are not specific. Primary neoplasms are extremely rare. They are classically classified as benign or malignant, primary or secondary. Benign tumors of the SV are even rarer and the reported histology types in the literature are cystic dysplasia, fibroepithelial tumor, leiomyoma, cystadenoma and Schwannoma (8) . Primary adenocarcinoma is the most common neoplasm of the SV. Other histology types of the primary neoplasms of the SV that have been recorded in the literature are sarcomas, squamous cell carcinoma, yolk salk tumor, neuroendocrine carcinoma, paraganglioma, epithelial stromal tumors, lymphoma (Burkitt, B-Cell), extragastrointestinal stromal tumor (EGIST), myxoid solitary fibrous tumor, and seminoma peripheral primitive neuroectodermal tumor (PPNET) (9) . Secondary SV involvement is most frequent from the prostate but other tumors of adjacent organs such as the bladder and rectum, as well as metastasis from distant organs or peritoneal carcinomatosis, may also affect the SV (10) . These tumors may appear as a retrovesical mass with or without prostatic or ureteral obstruction or as an infiltrating lesion in the SV with enhancement similar to that of advanced prostate cancer (7) . Also in our reported case, the ultrasound findings were not specific. Only hystolopathological evaluation on biopsy cores obtained by TRUS, associated to ancillary immunohistochemical procedures (S-100 and MMB45) allowed the diagnosis. The primary melanoma was not recognized. We are in presence of a so called CUP-syndrome that comprises a heterogenous group of metastatic tumors for which no primary site can be detected. Although most CUPSyndromes derive from neuroendocrine carcinomas, also metastatic melanomas are sporadically detected by metastasis only (11, 12) . Performing a brief literature review using the term "seminal vesicle melanoma", we found only three cases reported. In two cases (3, 13) , primary melanoma was identified. In one case (2), as reported in our experience, the initial localization of the melanoma remained unknown. Anyway, genito-urinary locations of metastatic malignant melanoma have a poor prognosis. Surgical excision with no margin should always be discussed as first-line management whenever possible, with or without systemic therapy. A.
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CONCLUSION
Diseases involving the SV are rare. Owing to their close proximity to the prostate gland, these organs are most commonly affected by disease arising from the prostate. Secondary tumor invasion is often seen in patients with prostate, bladder, or rectal cancer. Rarely, primary neoplasms can also occur. Metastatic solid tumor involvement of SV is probably under-diagnosed. Transrectal ultrasound prostatic evaluation is mandatory in case of abnormal digital rectal examination. Seminal vesicle must be always evaluated. At our knowledge, this is the second case of metastatic malignant melanoma of the seminal vescicle in a patient with an unknown primary melanoma.
